Background and Objectives: Contextual contributors to sleep problems are important to examine among older adults because sleep problems are associated with a number of adverse outcomes in late life. We examine whether disordered neighborhoods are a key contextual determinant of sleep problems in late life, as well as how subjective social power-a sense of personal control and subjective social status-mediates and moderates this association. Central to this contribution is the use of econometric techniques that holistically control for time-stable factors that may bias estimated associations. Research Design and Methods: Three waves (2006, 2010, 2014) of the psychosocial subsample of the Health and Retirement Study (N = 7,130) are analyzed with random-effects models that adjust for repeated observations, as well as fixed-effects models that additionally control for all time-stable confounders. Results: Neighborhood disorder is associated with greater sleep problems in random-effects models, but this association is substantially weakened in a fixed-effects model. Personal control mediates this association, but does not moderate it. Subjective social status does not mediate the association, but does moderate it. Discussion and Implications: Although neighborhood disorder is associated with sleep problems in older adults, this association is likely to be overestimated in analyses that do not compressively control for time-stable confounders. Rather than acting as dual mediators and moderators, perceived control and subjective social status play distinct roles in this association, with seniors at lower levels of subjective social status especially at risk for sleep problems due to neighborhood disorder.
Previous studies appear to confirm that neighborhood disorder is associated with sleep problems in older adults (e.g., Chen-Edinboro et al., 2015; Hale, Hill, & Burdette, 2010 ). Yet, as we describe in the literature review, there are a broad number of time-stable factors that previous research has not taken into account which may inflate this association. Although previous research therefore suggests that neighborhood disorder is a determinant of sleep problems in older adults, this is still very much an open question. Furthermore, beyond simply specifying an association, identifying the means by which neighborhood conditions influence older adults is crucial because delineating these processes "could contribute to the development of more targeted clinical and public health interventions" (Kim, 2008, p. 114) . In particular, previous research indicates that psychosocial perceptions of power are key to explaining the consequences of neighborhood disorder (Ross et al., 2001) , suggesting that these perceptions may play a central role in association between neighborhood disorder and sleep problems.
This research therefore addresses two focal questions. First, using a national longitudinal study of older adults, we examine whether the association between neighborhood disorder and sleep problems in older adults remains when all time-stable sources of spuriousness are holistically controlled. Second, we examine whether subjective social power-as indicated by a sense of personal control and subjective social status (SSS)-mediates and moderates this association. Mediation occurs when neighborhood depletes a resource, which in turn leads to an increase in sleep problems; moderation occurs when the association between neighborhood disorder and sleep problems is weaker at higher levels of the resource (MacKinnon, 2008) . Specifying mediators and moderators of this association may therefore not only help explain how neighborhood disorder "gets under the skin" to influence well-being in older adults but also identify social-psychological mechanisms that could be targeted for interventions to prevent or weaken the effects of neighborhood disorder sleep problems in late life.
Time-Stable Sources of Spuriousness
Despite research supporting the association between neighborhood disorder and sleep problems in older adults, there is a large breadth of time-stable factors that may positively bias this association and have not been fully addressed in prior research. One substantial source of these confounding factors emerges from common method variance (CMV), which is systematic error that can occur due to using the same source for predictors and outcomes (Richardson, Simmering, & Sturman, 2009) . Previous research has often asked individuals to characterize both the condition of their neighborhoods and their sleep quality, yet personal characteristics that are likely to be relatively stable in late life, such as response styles and personality traits, may bias associations between self-report measures (Podsakoff, MacKenzie, & Podsakoff, 2012) . In particular, these personal factors may lead to tendencies to agree or disagree across sets of questions, leading to high method correlation can inflate the association between observed measures (Mirowsky & Ross, 2003; Podsakoff, MacKenzie, Lee, & Podsakoff, 2003) . The threat posed by CMV is illustrated by a meta-analysis suggesting that over a quarter of observed associations may be due to shared method variance (Doty & Glick, 1998) . One remedy for addressing CMV is through the use of multivariate methods that include a robust set of covariates that are indicative of CMV (Siemsen, Roth, & Oliveira, 2010) . Moreover, because the sources of strong method correlation are often based on time-stable personal factors, multivariate methods that comprehensively account for time-stable sources of spurious covariation will also address the most prevalent sources of method correlation.
Time-stable influences may also confound the association between neighborhood disorder and sleep problems because residence in disordered neighborhoods is often the result of a number of social disadvantages (Elo, Mykyta, Margolis, & Culhane, 2009) , and disadvantages accrued throughout the life course are also associated with greater sleep problems (e.g., Baiden, Fallon, den Dunnen, & Boateng, 2015) . Critically, a wide array of disadvantages that place individuals into poor neighborhoods and affect sleep problems can accumulate over time because hardships experienced early in the life course tend to lead to additional hardships (Ferraro & Shippee, 2009 ). To take just one example, childhood adversities are associated with exposure to additional adversities in adulthood that are in turn associated with both placement in disordered neighborhoods and sleep problems (Lallukka et al., 2012; Schieman & Pearlin, 2006; Zielinski, 2009) . Consequently, the set of adversities that may amass throughout individuals' lives to place people into disordered neighborhoods and affect sleep is quite broad, with the result that it is unlikely that statistical models can account for these confounders through observed measures alone. Alternatively, econometric approaches have been designed to holistically control for time-stable confounders, even when these time-stable factors are not directly observed (Allison, 2009 ). In the current study, we therefore present an important advance in research on neighborhood disorder and sleep problems in older adults by using econometric techniques to holistically control for life-course confounders and time-stable response biases in examining this association.
Mediation by Subjective Social Power
Previous research emphasizes that perceptions of power and powerlessness often play a key role in mediating and moderating the consequences of neighborhood disorder (Ross & Mirowsky, 2006) . More recent research argues that these subject appraisals in part constitute a broad construct of "subjective social power" (Lee & Bierman, 2017) . Subjective social power characterizes the dual nature of power in relation to self and others through the combination of sense of personal control and SSS. Perceived control is a self-focused component of subjective social power by referring to one's own abilities to acquire desired ends and avoid unwanted outcomes (Mirowsky & Ross, 2003) . In contrast, SSS refers to individuals' subjective evaluations of how they rank when compared to others in terms of key components of power and prestige (Adler, Epel, Castellazzo, & Ickovics, 2000) . SSS is essentially a combination of contemporaneous markers of social position, including access to resources that extend beyond conventional status measures (Andersson, 2017) . Although a sense of control therefore indicates perceived individual abilities to affect desired ends, SSS is inherently comparative by indicating one's sense of relative standing in structures of power and attribution of resources. As we describe below, there is theoretical justification to expect that each component of subjective social power will both mediate and moderate the consequences of neighborhood disorder.
Neighborhood disorder is likely to reduce both a sense of control and SSS, and reductions in both perceived control and SSS are in turn likely to increase sleep problems, which would constitute a mediating process. Neighborhood disorder tends to reduce a sense of control because disordered neighborhoods project a sense of randomness in the environment, which in turn decreases the sense that one's environment can be controlled (Bierman, 2009) . Moreover, the key signs of neighborhood disorder-such as crime, vandalism, and a sense of threat-inherently attack a sense of personal control because "residents often feel powerless to achieve a goal most people desire-to live in a clean, safe environment free from threat, harassment, and danger" (Ross, 2011, p. 290) . Believing that we cannot control what happens in our lives in turn can evoke anxiety and other emotions that may disturb sleep (Schieman & Meersman, 2004) . Similarly, individuals with low levels of perceived control are more liable for rumination and self-doubt, and these preoccupations can have a negative impact on sleep quality (Guastella & Moulds, 2007; Skinner & Zimmer-Gembeck, 2011) .
Neighborhood disorder may also reduce SSS. Contextual effects on SSS are emphasized by arguments that "Subjective social status might help account for the effect of the larger community on a person's life" (Chen et al., 2012, p. 698) . Community conditions such as neighborhood disorder are likely to diminish SSS because signs of disorder in the environment implicitly communicate that residents occupy a lower relative social station by demonstrating "that the local agents of social control are either unable or unwilling to cope with local problems, and that those in power have abandoned them" (Ross et al., 2001, p. 571) . Moreover, continued residence within a community experiencing increasing disorder is often a marker of lower social standing (Skogan, 1991) . Lower SSS is in turn associated with greater risk of sleep problems, with explanations for this association focusing on the stress incurred by low SSS, as well as worry and rumination over financial security (Jarrin et al., 2013; Wakefield et al., 2016) .
Moderation by Subjective Social Power
Greater levels of both components of subjective social power are also likely to weaken the association between neighborhood disorder and sleep problems in older adults, which would constitute a moderating process. A strong sense of perceived control tends to spur active coping efforts (Ben-Zur, 2002) , as well as salubrious health behaviors that may help reduce sleep problems, such as exercise (Menec & Chipperfield, 1997) . In addition, a strong sense of control tends to lead individuals to see a stressor as more limited in scope, leading it to have less pervasive effects (Mirowsky & Ross, 2003) . This argument is supported by research showing that a sense of control tends to weaken the consequences of neighborhood disorder (Ross et al., 2001) .
SSS may also weaken the association between neighborhood disorder and sleep problems, in part because the resources reflected by SSS tend to encourage active coping (Adler et al., 2000) . In addition, because SSS indicates assessments of access to a wide variety of resources (Andersson, 2017) , individuals at high levels of SSS are likely to see the problems posed by the disordered neighborhood context as less threatening and more manageable (Derry et al., 2013) . As a result, for individuals with high SSS, neighborhood disorder is less likely to result in tension and anxiety that will lead to sleep problems. The importance of SSS for reducing the consequences of stressors is supported by research showing that SSS is inversely associated with biological markers of stress responses (Derry et al., 2013) , even when additional indicators of socioeconomic status (SES) are controlled (Wright & Steptoe, 2005) .
Design and Methods

Data
This study utilizes data from the Health and Retirement Study (HRS). The HRS is an ongoing longitudinal study of adults over age 50. Sampling was conducted through a multistage probability design, with oversampling of African Americans, Hispanics, and residents of Florida. Sampling weights are used to account for differential probabilities of selection and response, and information on clustering and sampling design is utilized in analyses for appropriate variance estimation. 
Focal Measures
Sleep Problems
The sleep problems scale is based on four major indicators of sleep quality and has previously been used in research on older adults (e.g., Chen-Edinboro et al., 2015) . Each of the questions is listed in Table 1 . A principal axis factor analysis performed on a polychoric correlation matrix of the responses at each wave indicated only one factor with an eigenvalue greater than 1 at each wave, with the subsequent factor's eigenvalue less than 0.16. The alpha coefficients across waves indicated suitable reliability (0.63-0.65). All responses were coded so that higher values indicated greater sleep problems, and the mean of the items was used as the measure of sleep problems.
Neighborhood Disorder
The neighborhood disorder scale is based on five sets of two opposing statements. Each of these statements is listed in Table 1 . For each set of opposing statements, respondents indicated which was more typical of their "local area." The local area was defined as "everywhere within a 20 minute walk or about a mile of your home." The statements addressed physical disorder, such as vandalism, as well as social disorder, such as fear of walking in the dark. To address whether the social disorder items indicated neighborhood cohesion rather than neighborhood disorder, a principal axis factor analysis was performed on a polychoric correlation matrix of the five items at each wave. These analyses indicated only one factor with an eigenvalue greater than 1, with the next factor less than 0.5, at each wave. When one factor was extracted, all items loaded at 0.55 or greater at each wave. Notably, the trust item consistently loaded similarly to physical disorder items, suggesting that this item reflected the disorder construct. Reliability of the scale was also sufficient, with an alpha of 0.68 in 2006, 0.87 in wave 2010, and 0.88 in 2014. These analyses therefore supported using this set of items as one There is no problem with vandalism and graffiti in this area/Vandalism and graffiti are a big problem in this area.
2.
This area is kept very clean/This area is always full of rubbish and litter. 3.
There are no vacant or deserted houses or storefronts in this area/There are many vacant or deserted houses or storefronts in this area.
4.
People feel safe walking alone in this area after dark/People would be afraid to walk alone in this area after dark. 5.
Most people in this area can be trusted/Most people in this area cannot be trusted. What happens to me in the future mostly depends on me. 10.
I can do the things that I want to do. Subjective social status d 1.
Think of this ladder as representing where people stand in our society (drawing of ladder with ten rungs is shown). At the top of the ladder are the people who are the best off-those who have the most money, most education, and best jobs. At the bottom are the people who are the worst off-who have the least money, least education, and the worst jobs or no jobs. The higher up you are on this ladder, the closer you are to the people at the very top and the lower you are, the closer you are to the people at the very bottom. measure of disorder, with the mean of responses used to indicate neighborhood disorder.
Perceived Control
The measure of perceived control contains two subscalespowerlessness and individual mastery (Lachman & Weaver, 1998) . Five items describe powerlessness and five items describe individual mastery. Each of these items is listed in Table 1 . Methodological research indicates that perceived control is a unidimensional construct, and response biases cause perceived control measures to break into these two subscales; consequently, combining responses to powerlessness and mastery helps address these biases (Mirowsky & Ross, 2003) . Perceived control is therefore measured using the mean of the ten items, with Cronbach's alpha approximately 0.88 at each wave.
Subjective Social Status SSS was measured using the MacArthur scale of Subjective Social Status. The exact wording of this question is presented in Table 1 . For this question, respondents are presented with a ladder and asked to rank themselves in terms of their standing in society; as a result, higher values indicated greater self-assessed status. This measure has a high degree of convergent and discriminant validity (Cundiff, Smith, Uchino, & Berg, 2013) .
Covariates
Fundamental social statuses included as observed covariates were age, gender, race, SES, work status, and marital status. Age was measured by age in years at baseline, centered at 70. Gender was coded 0 = men, 1 = women. White older adults were compared to the categories of Black, Hispanic, and other race. SES was controlled using education and economic hardship. For education, less than a high school degree and high school degree was compared with greater than a high school degree. Because residence in disordered neighborhoods is likely to covary with individual circumstances of economic hardship, a time-varying poverty indicator (in which 1 = in poverty) is included that compares income to year-specific U.S. Census thresholds while also taking into account the number of resident family members and household members who are institutionalized, number less than age 18, and age of household head. Personal experiences with hardship were indicated by a commonly used time-varying measure-difficulty paying bills-with none/not very difficult compared to some difficulty and very/complete difficulty. To control for whether one had a source of income through work, individuals reported at each wave whether they were currently employed (coded as 1 = working). Marital status was measured based on a set of dichotomous variables-divorced, widowed, and never married-with the married as reference. Models adjust for whether the respondent moved in the previous 2 years with a dichotomous variable (1 = moved in previous 2 years) in order to control for self-selection out of disordered neighborhoods or into more orderly neighborhoods, as well as the stress of moving to a new location. Because perceptions of neighborhoods may be influenced by physical abilities to navigate the neighborhood (Brown et al., 2011) , and functional limitations may also affect sleep quality, functional limitations were controlled using a 10-item index (Fonda & Herzog, 2004) . Furthermore, because the degree to which one is active in the neighborhood may also affect both perceptions of the neighborhood and sleep quality, physical activity was controlled using two questions: How often respondents took part in vigorous activities, such as jogging or swimming, and how often respondents took part in moderately demanding activities, such as gardening or walking at a moderate pace. Responses were combined based on previous recommendations (Tucker-Seeley et al., 2009) , and the natural log of this measure is used to reflect greater benefit of increasing exercise from a sedentary level versus from a moderate level. Descriptives for all study variables are presented in Table 2 .
Methods of Analysis
Analyses are carried out using random-and fixed-effects models, based on methods described in Allison (2009) . A random-effects model is analogous to a conventional ordinary least squares regression, except that the model adjusts standard errors for repeated observations. The random-effects model therefore depends on observed covariates to rule out spuriousness. A fixed-effects model controls for all time-stable sources of confounding, though, even if these confounders are not directly observed. Comparing random-and fixed-effects models therefore illustrates whether observed controls do not sufficiently eliminate spuriousness. We estimate the random-and fixed-effects models for sleep problems by using the outcome at each wave as a set of indicators for a latent variable, with the latent variable measuring all unobserved time-stable influences on sleep problems. Random-effects model coefficients are estimated when this latent variable is not allowed to covary with the time-varying predictors, whereas fixedeffects model coefficients result when this latent variable is allowed to covary with the time-varying predictors. Timestable predictors are random-effects coefficients in all models because they cannot covary with the latent indicator due to being collinear with the latent estimate of time-stable influences. To account for serial correlation, errors at adjacent waves are allowed to correlate. Similar procedures are followed when influences on perceived control and SSS are examined. All analyses are based on a full-information maximum likelihood (FIML) estimator. FIML addresses missing data and attrition by utilizing all information that is available from each case, thereby avoiding biases due to listwise deletion and producing parameter estimates that are equivalent to those produced through multiple imputation (Enders, 2010) . Analyses are carried out using the -sem-command in Stata 14.1. Focal predictors are approximately mean-centered to enhance interpretability of statistical interactions. Table 3 presents the predictors of sleep problems. Model 1 shows that there is a significant positive bivariate association between neighborhood disorder and sleep problems in a random-effects model, indicating that greater neighborhood disorder is associated with higher levels of sleep problems. Model 2 shows that, when the vector of observed controls is included in the model, the association between neighborhood disorder and sleep problems is reduced by a third, but remains significant at p < .001. If we were depending only on the observed controls, then, we would conclude that the focal association is relatively robust to tests of spuriousness. However, in Model 3, coefficients for time-varying predictors are based on a fixed-effects model; the association between neighborhood disorder and sleep problems is substantially reduced from Model 2, by approximately 60%. This reduction indicates that the majority of the association between neighborhood disorder and sleep problems is spurious due to unobserved timestable confounders. Furthermore, although the remaining association with neighborhood disorder is significant (albeit at a decreased p < .05 threshold), supplementary analyses using baseline variances showed a standardized coefficient of approximately 0.02, indicating that the overall association is quite weak once time-stable sources of confounding are taken into account.
Results
The next stage of analyses examines whether SSS and perceived control mediate the association between neighborhood disorder and sleep problems. Based on MacKinnon (2008), mediation is tested first by examining whether controlling for a potential mediator reduces the coefficient for the association between neighborhood disorder and sleep problems. If this coefficient is reduced, mediation is directly tested using a Sobel test. In this test, the indirect association is calculated by multiplying the coefficient for the association between neighborhood disorder and the mediator with the coefficient for the association between the mediator and the sleep problems; dividing this product by its standard error produces a test of the statistical significance of the indirect association. Although a Sobel test is not preferred in small or moderately sized samples because the sampling distribution of the indirect effect is not normally distributed, this issue does not arise in large samples (MacKinnon, 2008) .
Model 4 controls for SSS, with the coefficient for this predictor based on a fixed-effects model. Higher levels of SSS are significantly associated with lower levels of sleep problems. The association between neighborhood disorder and sleep problems is not appreciably changed when SSS is controlled, though, indicating no evidence of mediation. Table 4 helps explain why controlling for SSS does not appear to mediate this association. Model 1 of Table 4 presents a random-effects model of the association between neighborhood disorder and SSS that includes all observed covariates, and this model indicates that neighborhood disorder is significantly associated with lower levels of SSS. In Model 2, though, coefficients for time-varying predictors are based on a fixed-effects model. In this model, the association between neighborhood disorder and SSS is reduced more than 85% and is no longer significant. SSS therefore did not mediate the association between neighborhood disorder and sleep problems because neighborhood disorder was not significantly associated with SSS once all timestable sources of confounding were holistically controlled. Model 5 of Table 3 adds perceived control as a fixedeffects predictor of sleep problems. Higher levels of perceived control are significantly associated with lower levels of sleep problems. Furthermore, the coefficient for neighborhood disorder is reduced approximately 14% from Model 3, and this association is no longer significant, suggesting that perceived control mediates this association. Table 4 presents additional evidence to support the role of perceived control as a mediator by examining the association between neighborhood disorder and perceived control. Model 3 shows that, when all observed covariates are included in a random-effects model, neighborhood disorder is significantly and inversely associated with perceived control. Model 4 presents coefficients for time-varying predictors based on a fixed-effects model, and although the association between neighborhood disorder and perceived control is reduced by approximately 50%, the relationship remains significant at p < .001. In addition, a Sobel test based on the fixed-effects coefficients produced an indirect path of 0.0012, with a significance of p 1.6509 0.0061*** 1.5475 0.0181*** 1.5300 0.0195*** 1.5372 0.0209*** 1.5303 0.0206*** Intercept T2
1.6723 0.0072*** 1.5473 0.0168*** 1.5400 0.0178*** 1.5461 0.0190*** 1.5384 0.0189*** Intercept T3
1.7016 0.0077*** 1.5659 0.0177*** 1.5638 0.0186*** 1.5703 0.0197*** 1.5623 0.0197*** Note: SSS = subjective social status. Metric coefficients are presented. N = 7,130. Models 1-2 are random-effects model, whereas in Models 3-5, all time-varying coefficients are fixed-effects model coefficients. *p ≤ .05. **p ≤ .01. ***p ≤ .001 (two-tailed tests).
< .01. Neighborhood disorder is associated with a reduced sense of control and that, in turn, mediates the association between neighborhood disorder and greater sleep problems in older adults. Although the prior analyses address mediation, they do not address the moderation. Table 5 addresses moderation by testing interactions between neighborhood disorder and the dimensions of subjective social power. These interactions were tested by multiplying the measure of neighborhood disorder by the potential moderator and including the product as an additional fixed-effects predictor. Model 1 tests an interaction between neighborhood disorder and SSS, and this interaction is significant, indicating that the association between neighborhood disorder and sleep problems differs by levels of SSS. Furthermore, the coefficient for this interaction is negative, indicating that neighborhood disorder has a weaker association with sleep problems as SSS increases. To illustrate this interaction, Figure 1 plots the predicted values for sleep problems at high and low levels of disorder for high and low levels of SSS (approximately 1 SD less than the mean), using the baseline intercept for the constant and holding all other variables constant at their means (age was held constant at 70). This figure shows that neighborhood disorder is positively associated with sleep problems at low SSS (b = 0.0199, p < .01), but not high SSS (b = −.0004, p > .10). The difference in sleep problems is about 0.15 of a difference in the time-varying standard deviation of sleep problems, indicating a smaller but notable association for people at low levels of SSS. Model 2 tests an interaction between neighborhood disorder and perceived control, and the coefficient for the interaction is not significant. These analyses therefore show that perceived control mediates the association between neighborhood disorder and sleep problems, whereas SSS moderates it.
Discussion
Although neighborhood disorder appears to be robustly associated with sleep problems in older adults when observed confounders are taken into account, with timestable confounders holistically controlled in fixed effect models, the overall association between neighborhood disorder and sleep problems is relatively weak, albeit still significant. These findings suggest that previous studies on sleep problems and older adults (e.g., Chen-Edinboro et al., 2015) may have overestimated the effects of neighborhood disorder on sleep problems due to a broad array of time-stable confounders. These confounders likely include response biases implicit in self-reports. However, the risk of spuriousness due to time-stable confounding cannot be entirely eliminated through the use of more "objective" measures-such as aggregate indicators of neighborhood conditions, observer observations, or biological indicators of well-being-because the sources of spuriousness also include a diverse array of life-course factors that can place individuals into poor neighborhoods and also adversely affect well-being. Research examining how the neighborhood context influences older adults should more commonly use longitudinal data analysis and advanced modeling techniques or run the risk of substantially misestimating the consequences of the neighborhood. At the same time, the use of fixed-effects models in this research leads to a focus on intra-individual variability (Allison, 2009 ). The fixed-effects models are therefore useful for indicating how exposure to neighborhood disorder is associated with sleep problems specifically over the period under study. In other words, these models reflect the consequences of exposure to neighborhood disorder specifically in late life. For example, if one wished to use a cross-sectional sample, these models are not useful for examining how pre-existing levels of neighborhood disorder at baseline are associated with established levels of sleep problems. At the same time, if researchers wish to examine associations with pre-established neighborhood conditions, they should also take caution that there is likely to be a large degree of spuriousness in these associations. In this case, methods better address spuriousness, such as an instrumental variable approach, may be more appropriate.
This study also sought to understand whether two dimensions of subjective social power mediate and moderate the association between neighborhood disorder and sleep. Previous research indicates that perceptions of power tend to both mediate and moderate the consequences of neighborhood disorder (Ross & Mirowsky, 2006) , suggesting that research should examine whether the components of subjective social power both mediate and moderate the association between neighborhood disorder and sleep problems. However, analyses showed that each component was involved in a different process, as SSS only moderated the association, whereas perceived control only mediated it. Studies examining how the neighborhood context affects well-being in older adults should therefore examine how multiple dimensions of subjective social power intercede in this association, or important mechanisms for these contextual effects may be missed. In addition, because different components of subjective social power played different roles in the association between neighborhood disorder and sleep problems, future research should more consistently examine whether and how each aspect of subjective social power may function differently in the consequences of neighborhood problems for older adults. More generally, the analyses showed that the neighborhood context functions in concert with SSS to adversely affect seniors who are most disadvantaged. Neighborhood disorder was not associated with sleep problems at high levels of SSS, but this association was stronger and significant at low levels of SSS. Consequently, sleep problems might explain how disordered neighborhoods "get under the skin" to affect health, but especially for elders who are doubly disadvantaged by a combination of poor neighborhood conditions and low social status. For intervention design, this information is especially important because it suggests that sleep problems may especially be important to examine as a risk factor for subsequent health issues among older adults who both live in poor neighborhoods and lack few socioeconomic resources. Efforts could also be made to ensure that clinicians are aware that the causes of seniors' sleep problems encompass contextual influences, with the appropriate treatment extending beyond medication to possibly include social services as well.
These analyses also show that perceived control mediates the association between neighborhood disorder and sleep problems. This pattern of findings suggests that by interceding in the loss of perceived control, the chain between neighborhood disorder, sleep problems, and adverse health outcomes could be weakened. Additional interventions could therefore aid seniors living in disordered neighborhood through activities that are designed to fortify individual sense of control. At the same time, because perceived control explained only 14% of the association between neighborhood disorder and sleep problems, it is likely that additional mediators exist as well. For example, analyses could seek to examine whether anxiety and emotional upset created by neighborhood disorder lead to sleep problems, especially because a sense of control may moderate these effects (Schieman & Meersman, 2004) .
Conclusion
The neighborhood is a crucial context for older adults, in part because neighborhood disorder can lower sleep quality, which may in turn harm seniors' well-being. The importance of sleep problems may also be overestimated if time-stable confounders are not adequately controlled, though. Furthermore, the impact of the disordered neighborhood context on sleep problems is particularly potent at lower levels of SSS. This research therefore indicates that older adults who are dually disadvantaged by residence in a disordered neighborhood and low SSS are especially at risk for health problems due to troubled sleep.
